It is not hyperbolic to designate the subject of the present paper historic. The distinguished position which the patient occupied in academic circles ; the eminent place which he filled in the scientific world ; the affectionate sympathy with which his illness was followed by medical friends scattered over the entire globe ; the keen interest with which he analysed his own symptoms?all these considerations render it an instance of unusual value. One of us had for more than thirty years enjoyed the privilege and pleasure of intimate friendship with Sir William Gairdner, and throughout that period had never heard of any serious illness. As is, however, widely known, he was regarded as far from robust about the date of his graduation ; he was indeed threatened then with some pulmonary affection?a fact which led to his spending some months in Italy with Lord and Lady Beverley at that time.
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In the year 1899 Sir William Gairdner had a severe attack of influenza, and this led him to take the step which he had for some time been meditating?of resigning his Chair in Glasgow, and coming to live in Edinburgh. He (Fig. 1) (Fig. 2) The septal wall of the right ventricular cavity, measured from the auriculo-ventricular ring to the apex, was 90 mm., whilst the lateral wall measured 110 mm. The ventricular cavity was thus dilated. The columnae carneae were massive and thick. At the apex, however, the wall was not more than one-third of the normal thickness. The endocardium presented numerous whitish streaks and patches which, when examined microscopically, were found to be fibrous thickenings of the superficial layers of the endocardium.
Some subendocardial fatty patches were also observed. These fibrous and fatty patches were all of small size, and were most abundant on the columnae carneae. The septum ventriculorum was carefully examined. Its muscular portion was hypertrophied throughout; the pars membranacea septi was large and uniformly thickened to a slight degree. No swelling, tumour, cicatrix, calcareous deposit or other local lesion was detected, on naked-eye examination, in any part of the septum.
The pulmonary orifice measured 9.8 cm. in circumference ; the cusps were all healthy. The pulmonary vessel was somewhat dilated.
The Left Auricle.?There were four pulmonary veins, two on each side ; none of them were more than slightly dilated. The muscular wall of the auricle was hypertrophied ; the endocardium was appreciably thickened throughout. The auricular cavity was enlarged, measuring, along its lateral wall, 90 mm., and along its septal wall 70 mm., the measurements being taken in the long axis of the heart. The auricular appendix was distended at its commencement, but in its wall only the pectinate muscles were hypertrophied. There were no thrombi in the auricle or in its appendix.
The Left Ventricle.?The mitral orifice measured 11.5
cm. in circumference. The anterior, or aortic, cusp measured 3.5 cm. in depth, and 5 cm. in width. It was thickened, particularly at its basal part, where it was also of yellowish colour, opaque, and firm.
This increased thickness was derived in part from the attachments of the chordae tendineae radiating to the back of the valve. On microscopic examination of the basal part of the cusp, numerous, fine calcareous deposits were detected. The posterior or marginal segment was also thickened. It was 6.5 cm. wide, and was never more than 1.7 cm. deep.
The chordae tendineae attached to the edge of the valve segments measured from 2.4 to 2.6 cm. in length, but those passing to the extreme tip of the papillary muscles averaged only 1.8 mm. in length. All the chordae tendineae were thickened, though not markedly so, but none were shortened. The fibrous change extended from the chordae tendineae into the tips of the papillary muscles. One of the chordae passing from the posterior papillary muscle to the right margin of the posterior cusp presented, in its upper half, a club-shaped enlargement 4 mm. thick, which, when incised, was found to be composed of fibrous tissue. Several small pouches projected on the auricular surface of the posterior cusp. A small yellowish-brown opaque nodule, 1 mm. in diameter, which was attached to the auricular surface of the posterior cusp at the junction of its anterior and middle thirds and midway between its base and free margin, was evidently a partially organised vegetation. With this exception, there was no sign of recent endocarditis at any of the valvular orifices of the heart. The mural endocardium presented patchy thickenings. On some of the columnae carneae these thickenings were represented by greyish-white fibrous areas lying with their long axes parallel to those of the columnae carneae. Several thin greyish-white fibrous cords passed between adjacent columnae.
The length of the left ventricular cavity along its septal wall was 95 mm. ; along its lateral wall 100 mm. The ventricular wall was, in general, hypertrophied. At the extreme apex the wall was, indeed, only 4 mm. thick, but at the level of the base of the anterior papillary muscle it was 1.7 cm. thick, and at a point 1.5 cm. below the auriculo-ventricular junction the thickness of the wall was 2 cm.
On the cut surface of the ventricular wall numerous pale greyish streaks and patches were observed, indicating fibrous transformation of the myocardium. These patches were most evident in the anterior papillary muscle (see Plate IV. Fig. 2 ) and in the myocardium in its vicinity. In the first block of tissue (see Plate VII., Fig. 4 ; Plate VIII., Fig. 3 ; and Plate IX., Fig. 2 This increase, however, is more apparent than real, being accounted for by the presence of a large blood-vessel which, as is shown in the illustration, is passing through the bundle somewhat obliquely to its long axis. Calcareous deposits were found in various parts of the fibrous sheath of the bundle. Such a deposit is seen in Plate IX., Fig. 2 , which shows a portion of the main bundle somewhat further forward and further to the left than that in Plate VIII., Fig. 3 ?close in fact to its point of bifurcation. A low-power view of the bundle, passing on the left side of the septum towards the thin pars membranacea sep.ti, is also given in Plate VII., Fig. 4 .
The striking pathological changes affected the auriculo-ventricular node and the first part of the bundle, as contained in the second block of septal tissue. 
